D M, man aged 36 History: 1956, three operations, involving bypass, were done for intestinal obstruction from adhesions following appendicectomy in 1948; since then, his bowels had been loose. 1970, watery diarrhoea 8-9 times each day, with weight loss. Investigations at the Royal Free Hospital in October 1970 indicated malabsorption due to blind loop syndrome following the extensive bowel anastomosis in 1956. 1971, admitted to Willesden General Hospital in February for resection of blind loop.
Oni examination: Very thin, but did not look ill. He had marked lid lag, tachycardia at rest and a fine hand tremor. His wife mentioned that he had been irritable, and intolerant of heat, since June 1970.
Investigations: Hb 96%, cholesterol 114 mg/100 ml. PBI 13 ,ug/100 ml. Radioactive iodine uptake T3=87% (normal <45-50%/). ECG: sinus tachycardia and left ventricular strain. Thyrograph showed evidence of thyrotoxicosis. Diagnosis of hyperthyroidism was hence confirmed. Treatment and progress: Continuity of the bowel was restored and he was then started on a course of treatment with carbimazole. He has made an excellent recovery, as evinced by weight increase, loss of tremor, and cessation of diarrhoea.
Comment
The association of blind loop syndrome with thlyrotoxicosis has not been reported previously.
The mechanism of increased gut motility in thyrotoxicosis is unknown. Middleton & Thompson (1968) reported the production of steatorrhoea in artificially induced hyperthyroid rats; they had noted that 60% of a series of thyrotoxic patients developed steatorrhaea. Crane & Evans (1966) reported a case of thyrotoxic steatorrhoea in a Ghanaian woman of 27 complaining of fatty diarrhoea and weight loss; this patient underwent extensive investigations of the gastrointestinal tract before hyperthyroidism was recognized; she made a good recovery after subtotal thyroidectomy. Cook et al. (1959) reported 9 patients with hyperthyroidism in whom the prominent features were tremor or eye signs, singly or in combination; only 1 patient excreted more than 10 g facal fat daily.
The patient DM appears to be unique in that he had two pathological conditions, either of which could have produced the presenting features of weight loss and diarrhoea. Both conditions were treated. It would have been interesting but unethical to treat only one condition. In favour of thyrotoxicosis as the paramount condition are: (1) The patient had had diarrhoea since 1956, probably due to blind loop syndrome. His weight was then 48-5 kg (7 st 9 lb) and had increased to 63 5 kg (10 st) in 1961.
(2) Weight loss began in 1970, 14 years after intestinal bypass. (3) His wife reported that his irritability and heat intolerance dated from June 1970. The conclusion is that this patient had chronic blind loop syndrome from 1956, coping satisfactorily until the advent of thyrotoxicosis in June 1970, which precipitated the weight loss and diarrhoea.
Professor Harold Ellis (Westminster Hospital, London) said it was well known that thyrotoxicosis might be precipitated by acute stress. It was reported, for example, as occurring in sailors shipwrecked in World War II. He wondered if the acute stress of having to attend medical outpatients might have initiated thyrotoxicosis in this case.
(M.eeting to be continued)
